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ABSTRACT 
 
It was perceived that an imbalance exists between resource allocations for health care 
within the Ekurhuleni Health District (EHD). This study consequently used a 
retrospective, quantitative methodology to investigate health equity in the EHD and to 
collect information on clinic buildings, staffing and budget allocations. Although clinics 
were oversupplied in terms of the norms set by the National Department of Health, they 
were found not to be in keeping with population growth in the Ekurhuleni district. The 
study highlighted an inequitable spread of nursing staff, which would require that 
nursing personnel be re-deployed. The per capita spending in the different service 
delivery regions was also found to be inequitable. It was subsequently recommended 
that spending on clinics be revised (especially in the populous Southern SDR), that staff 
be reallocated and that budget allocations be reviewed to achieve equity in Ekurhuleni. 
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CHAPTER 1  
Background information 
1.1 INTRODUCTION 
This dissertation concerns itself with the vexing question of equity in health care 
within the jurisdiction of the Ekurhuleni Metropolitan Municipal (EMM) area for the 
period 2003-2005. The background to this problem will be discussed to give an 
overview of its complexity. Chapter 1 further describes the research problem and 
states the aim of the study, while research objectives are also formulated to 
address the research question. Conceptual and operational definitions are given 
to provide the context of the research. The significance of the study will 
subsequently be stated. 
 
1.2 BACKGROUND 
The aim of health care systems, according to Roemer (1997: 1539), is to: 
• promote the health status of persons and populations; 
• prevent disease; 
• provide medical diagnosis and treatment; and 
• rehabilitate individuals to maximum social functioning.  
In summary, health care systems attempt to promote the health of the population 
and deliver quality patient care. According to the World Health Organisation 
(2000a: 25-26), the health care system must be responsive to the needs of its 
clientele and the system must be applied equitably to all clients in an accessible 
manner (see Figure 1.1 below): 
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Functions the system performs  Objectives of the system 
 
 
 
 
 
 
 
 
 
 
Figure 1.1: Relationship between the functions and objectives of a health 
system 
Source: WHO Report 2000 
 
The World Health Organisation (2000b: 118) furthermore states that 
governments, as stewards, provide oversight of the health system as a whole, 
including both public and private health care. In the case of South Africa the 
majority of citizens – 75% according to the District Health Information Software 
system (HISP 2003: 4) – rely on public health services.  
 
According to the World Health Organisation (2000a: 26) the second objective of 
health care services is to obtain the smallest feasible difference between groups 
for the attainment of equity.  
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In 1994 the African National Congress (ANC) presented a plan for equitable 
health care in South Africa, given the legacy of the previous regime where great 
disparities (NDoH 2002) developed among the different population groups in the 
country. The ANC health plan (ANC 1994) stated that every person has a right to 
optimal health and committed itself to attaining that objective by means of the 
primary health care (PHC) approach. 
 
Since coming to power in 1994, the ANC-led government has enacted the 
Constitution of South Africa, Act No. 108 of 1996. In terms of section 27 of the 
Constitution (1996) everyone has the right of access to health care services, 
sufficient food and water and the right to social security. 
 
Whitehead (2000: 5) states that there is consistent evidence that disadvantaged 
groups have poor survival chances in all regions, in all political systems, as well 
as in population groups in different geographical regions. 
 
The concept of equity is difficult to define. Whitehead (2000: 4) further propounds 
that there is confusion about the concepts of equity in regard to the following: 
• Health inequity: This refers to differences in the level of health and the 
quality of health. 
• Health care inequity: This relates to inequity in the provision and 
distribution of health care services. Provision refers to capital items such 
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as the number of clinics and access to these clinics, as well as provision 
of operational costs and overall funding, while distribution refers to the 
number and quality of staff (nurses and doctors). 
 
Whitehead (2000: 8) approaches the definition of equity from the perspective of 
inequity and states that: 
“The term inequity has a moral and ethical dimension. It refers to 
differences which are unnecessary and avoidable but, in addition, are also 
considered unfair and unjust. So, in order to describe a certain situation as 
inequitable, the causes have to be judged to be unfair in the context of 
what is going on in the rest of society.” 
The South African Constitution (1996) promotes equity and participative 
governance and, as a consequence, ownership of the health service and the 
setting of health priorities through the integrated development priority (IDP) 
system. Sanders (2000: 17) agree with the approach of participatory governance 
by calling for strong community participation, which will further promote equity in 
health. 
 
Health services are very expensive (WHO 2000: 23) and funding could be 
supplied privately by individuals or through collective schemes. Kvale (2000: 856) 
argues from an international perspective that the introduction of user fees 
perpetuates inequity, since public hospital fees count among these fees. 
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1.3 DISTRICT HEALTH SYSTEM 
In an attempt at decentralisation, the South African Government enacted the 
Health Act, Act 61 of 2003, which in section 29 establishes the district health 
system with districts being co-terminous with municipal boundaries. Health 
districts, according to section 30, may be subdivided into health sub-districts that 
attempt, among other things, to work towards equity and community participation. 
 
As the health system in the Ekurhuleni Health District is the setting for this 
research, the particular district will now be discussed in greater detail. 
 
1.4 EKURHULENI HEALTH DISTRICT 
The Ekurhuleni Health District (EHD) is composed of primary health care 
services rendered by the Gauteng Department of Health’s Region B, as well as 
by the Ekurhuleni Metropolitan Municipality (EMM). The EHD is co-terminous 
with the boundaries of the Ekurhuleni Municipality. Health services are rendered 
from clinic facilities operated by both institutions. 
 
As shown in Figure 1.2 below, Ekurhuleni is located in the Gauteng province of 
South Africa. It is situated on the East Rand with Tshwane / Kungwini District as 
its northern boundary, the City of Johannesburg on its western border, the 
province of Mpumalanga on its eastern border and Sedibeng District on its 
southern border. 
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The EMM is divided into three service delivery regions: Northern (N), Eastern (E) 
and Southern (S). There are also three health sub-districts per region, namely 
N1, N2, N3; E1, E2, E3; and S1, S2, S3. The boundaries of these health sub-
districts are based on the borders of the municipal wards. In the EHD the fixed 
external boundaries were determined in terms of the Municipal Structures Act, 
Act 117 of 1998. Health sub-districts thus follow the fixed boundaries of the 
wards as determined by the Demarcation Act, Act 27 of 1998, while SDR’s are 
soft boundaries determined by the EMM.   
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Figure 1.2: Geographic location of Ekurhuleni 
 
The EMM resolved to subdivide the geographic area of the municipality for 
administrative purposes into three service delivery (SDRs) regions. Each SDR is 
made up of the following former East Rand towns: 
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Table 1.1: Towns making up different service delivery regions 
SDR Former Town 
Northern Tembisa, Kempton Park, Edenvale and northern 
parts of Germiston, Boksburg and Benoni 
Eastern Benoni, Brakpan, Nigel and Springs 
Southern Germiston, Boksburg and Alberton 
             Source: Health and Social Development Annual Report 2003-04 
  
1.5 RESEARCH SETTING OF THE EKURHULENI HEALTH DISTRICT 
Geographical context 
Geographically the district covers 19 000 square kilometres with a population 
distribution as reflected in Table 1.2 and Figure 1.3 below: 
 
Table 1.2: Growth in Ekurhuleni regional populations 
  2003 2004 2005 
North 758,078 786,586 815,097 
East 892,527 925,667 958,804 
South 1,003,049 1,040,425 1,077,798 
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Figure 1.3: Ekurhuleni regional populations 
 
The majority of people reside in the Southern SDR, specifically in the dormitory 
township complex called Katorus. Most people constituting the population of the 
SDRs are from the previously disadvantaged communities still caught up in 
former townships. In the case of Ekurhuleni, four such dormitory complexes exist 
and are shown in Table 1.3. 
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Table 1.3: Dormitory complexes per service delivery region 
Service Delivery Region Name of dormitory complex 
Northern Tembisa 
Eastern Daveyton-Etwatwa 
Kwatsaduza 
Southern Katorus 
 
 
Social context 
In ANNEXURE F socio-economic parameters for Ekurhuleni Health District are 
given and include: 
• Number of households 
• Average household income 
• Annual per capita income (Rand) 
• Gini coefficient 
• Unemployment 
• Percentage of persons in poverty 
• Human Development Index (HDI) 
 
The parameters however do not adequately show the inequities within the 
service delivery regions (SDRs) because they reflect averages calculated for the 
entire municipal area.  
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There are 787 000 formal households in these SDRs with 53% of the population 
economically active. Although socio-economic indicators for Ekurhuleni are 
discussed in more detail in ANNEXURE F, the following can be stated here: 
• There are a total of 112 informal settlements in the entire Ekurhuleni 
municipal area. These informal settlements are distributed across the 
entire Health District. 
• Formal sanitation and electricity are provided to 787 000 households in 
Ekurhuleni 
• The Human Development Index (HDI) for Ekurhuleni in 2003 was given as 
0.67 (ANNEXURE F: IDP 2003). 
Since the above information is averages calculated for the entire municipal area, 
it belies the reality of the socio-economic situation of Ekurhuleni in the dormitory 
townships. The majority of the latter’s population is black and thus the huge 
number of people living in the informal settlements aggravates their historically 
disadvantaged position. Formal housing with sanitation and electricity is owned 
predominantly by the advantaged section of the community. A relatively high 
human development index (HDI) is skewed by the privileged section of the 
community. The large black population is still ravaged by poverty and 
unemployment, with the result that seventy-five percent (75%) (HISP 2003) is 
dependent on public health services. 
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 The context of health service delivery 
Different types of public health clinics are operated in Ekurhuleni as illustrated in 
Table 1.4. A total of one hundred and thirteen (113) facilities are operated by 
both the GDoH and EMM. Of these, four (4) are community health centres 
(CHC), seventy-three (73) are fixed clinics and eighteen (18) are satellite clinics 
(see Table 1.4 below). 
 
Table 1.4: Primary health care facilities 
Facilities 
Catchment- 
area 
population, 
census 2001 
Type of facility 
N
o.
 o
f 
m
ob
ile
 
po
in
ts
 
Ex
t H
rs
 
C
H
C
 
Fi
xe
d 
Sa
te
lli
te
 
M
ob
ile
  
D
en
ta
l o
nl
y 
Eastern 
SDR 839,633 3 25 7 6 2 32 9 
Northern 
SDR 719,281  18 4 2 2 54 3 
Southern 
SDR 921,368 1 30 7 3 3 7 3 
Ekurhuleni 
Total 2,480,282 
4 73 18 11 7 
93 15 106 7 
113 
Primary Health Care Facilities during 2003/2004 
              Source: Ekurhuleni Metropolitan Municipality Health Annual Report 2003/2004. 
 
 
The primary health care services provided in the EHD comprises the following: 
• Clinic services:  
 Community Health Centres (CHC’s)  
 Fixed and satellite clinics 
 Mobile clinics 
• A community hospital 
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1.6 DISTRICT HEALTH INFORMATION SOFTWARE (DHIS) 
The National Department of Health (NDoH), through the health information 
department called the National Health Information System of South Africa 
(NHISSA), developed a list of data elements to monitor and evaluate health 
service delivery in South Africa. The initial list of elements called the minimum 
data set (MDS) contained over a thousand data elements. This MDS was 
trimmed to an essential data set (EDS) with less than two hundred data 
elements. These data elements were adopted by the nine provinces, collected on 
a daily basis and progressively reported from clinics to national government. 
 
Data elements converted into indicators cover various aspects of the health 
information system (Heywood & Rohde [Sa]: 22), for example: 
1. Special Programmes  Maternal & reproductive health 
Child health and nutrition 
Chronic illness 
HIV/AIDS, STI and TB 
2. Routine Services   Minor ailments 
Non-priority activities 
3. Epidemiological Surveillance Notifiable diseases 
Environmental health 
4. Administrative Systems  Infrastructure, equipment 
Human resources 
Drugs, transport, laboratories, finances, 
budget, staff 
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5. Population data   Census: age, sex, place 
Registration of births and deaths  
 
Data Processing 
Data collection at point of first contact, throughout South Africa, is still a manual 
process and is so for EHD. The NHISSA commissioned a non-governmental 
organisation (NGO) called Health Information Systems Programme (HISP) to 
develop a computer application that could improve the capturing of routine data 
and to assist with the analysis of the health data. The computer-based health 
information system developed by HISP in 2003 is called the District Health 
Information Software (DHIS) system Version 1.3.0 (HISP 2003). The developers 
of DHIS state the following: 
“…the DHIS is not an Electronic Health/Medical Record (EH/MR) system 
oriented towards clinical management of patients – it is fundamentally a[n] 
action-oriented Health Management Information System (HMIS) designed 
to support Health Sector Reform, decentralised decision-making, and local 
use of information” (HISP 2003: 4) 
 
The DHIS system is developed from an open source database and is 
implemented nationally. Data elements, after being captured electronically, are 
reported monthly to the province concerned, who in turn reports to the NHISSA. 
The analysis of elements, to establish indicators, is based on generally accepted, 
common definitions for comparisons throughout the system. Comparisons (based 
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on the indicators) can be drawn between individual clinics on a month-to-month 
basis, as well as between facilities, health sub-districts, regions, and eventually 
health districts. The NHISSA uses this system to compare provinces and submits 
its annual report to Parliament and the World Health Organisation (Heywood & 
Rohde [Sa]: 7). 
 
1.7 SIGNIFICANCE OF THE STUDY 
 
The significance of this study is to improve equity in health care delivery in the 
three service delivery regions (SDRs).  
 
Addressing the findings and implementing the recommendations of the study will 
be of benefit to the Ekurhuleni Metropolitan Municipality as a whole but the SDRs 
in particular by improving better resource distribution in terms of facilities, staff 
and budget allocations. In terms of equity this may result in improving 
accessibility to health care and the health status of all the groups in the SDRs of 
Ekurhuleni. 
 
1.8 RESEARCH PROBLEM 
Within the Ekurhuleni Health District, it is perceived that there is an imbalance 
between resource allocation (in terms of clinics, staff and finances) for health 
care and the number of health care consumers. 
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Health care equity, although generally espoused, is not entrenched in the South 
African health arena as described by the National Department of Health (NDoH 
2001: 2).  
 
Inequity in society is no longer acceptable in the South African context. In 1994 a 
new dispensation was ushered in – a democratic order based on a constitution 
considered to be the best in the world.  
  
1.9 RESEARCH QUESTION 
To what extent does health care equity exist in the Ekurhuleni Metropolitan 
Municipal area in terms of resource allocation regarding clinics, staff and 
budgets? 
 
1.10 AIM OF THE RESEARCH 
The aim of this research is to determine the state of health care equity in the 
three Service Delivery Regions (SDRs) of the Ekurhuleni Health District for the 
period 2003 to 2005 in terms of the following: 
• Capital distribution in the form of clinics 
• Staff allocations 
• Budget allocations 
 
1.11 RESEARCH OBJECTIVES 
 The objectives of this research are as follows: 
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1) To describe the available health resources – clinics, staff allocation and 
budget/financial support – in each of the three SDRs of Ekurhuleni that 
were included in the study. 
2) To conduct a gap analysis between health resources and financial support 
for the selected SDRs in terms of their need for clinics, staff and budget 
support. 
 
1.12 DEFINITION OF CONCEPTS  
1.12.1 Equity 
Equity refers to the extent that no differences are found in the health status of 
groups of people in a geographical area, either nationally or internationally 
(Whitehead 2000: 5).  
 
An operational definition takes the above into account. Whitehead (2000: 7) 
states that equity concerns itself with providing equal opportunities for health to 
all groups in the community and bringing down health differentials among the 
groups to the lowest level. This makes provision for: 
• equal access to available care for equal need; 
• equal utilisation for equal need; and 
• equal quality of care for all members of the population. 
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1.12.2 Equity in respect of clinics, staff and budgets 
With regard to equity, the National Department of Health (NDoH 2003: 4-5) 
provides guidelines based on a services platform approach. The guidelines state 
that an equitable distribution of facilities and services must be decided on first. 
An appropriate allocation of resources can then follow and budget allocations can 
be made. 
1.12.3 Health Information System 
A health information system involves the systematic, anonymous and routine 
collection of health data to answer epidemiological questions concerning health – 
who gets sick, where, from what, when and why (Heywood & Rohde [Sa]: 3). 
  
In South Africa, the health information system applicable to this study is the 
system put in place by the National Department of Health, called the District 
Health Information Software (DHIS) system. This system is described in 
Paragraph 2.5. 
 
1.13 RESEARCH METHODOLOGY 
1.13.1 Research approach 
A quantitative approach has been adopted in this research project. As stated in 
De Vos (2002: 79), it involves the process of measuring the social world 
objectively, testing a hypothesis and making predictions.  
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1.13.2 Research design 
According to Mouton (2001: 55) a research design is a plan of how the research 
will be conducted. The research design adopted in this paper is retrospective 
secondary data analysis, based on a descriptive empirical data analysis 
approach. Secondary data such as past documentation of records in the 
Ekurhuleni Health District are used for this purpose. Whitehead (2000: 5) 
suggests that health profile differences can be measured from standard health 
statistics. 
1.13.3 Study population 
The study population in the context of this study is the documentation pertaining 
to health care delivery in the Ekurhuleni Health District in terms of clinics, staff 
and budget allocations. The eligibility criteria for inclusion in the study require 
documents to be related to clinics, staff and budgets. 
 
1.13.4 Research sample and sampling method 
The three service delivery regions (SDRs), namely the Northern SDR, Eastern 
SDR and Southern SDR have been purposively selected to determine equity of 
health service delivery. All documents from these three SDRs related to clinic 
facilities, staff and budgets have been included as data sources. The three 
regions were established in 2000 by the EMM for administrative purposes 
following the amalgamation and integration of a number of former East Rand 
towns. 
 
  
20 
1.13.5 Data collection and analysis 
According to De Vos (2002: 184) a checklist is a list containing a series of items 
to guide data collection. 
 
The researcher developed a checklist on health care equity in the Ekurhuleni 
Health District based on the approach given by Whitehead (2000: 4). Data 
elements included were based on the provision (clinics) and distribution (staff 
and budgets) to guide data collection from the three SDRs (ANNEXURE A). The 
checklist was sent to all the divisions in the Health Department of Ekurhuleni and 
the Local Economic Department. The Region B Office of the Gauteng 
Department of Health was also invited to contribute relevant information. 
Data collection using the checklist will be discussed in Paragraph 3.6. 
 
1.14 RELIABILITY AND VALIDITY OF THE STUDY 
Reliability refers to consistent measurement by the research instrument decided on 
(Polit & Hungler 1997: 295), while validity refers to the degree to which an 
instrument measures what it purports to measure (Polit & Hungler 1997: 299). Both 
these concepts will be discussed in Chapter 3. 
 
1.15 OVERVIEW OF ETHICAL CONSIDERATIONS OF THIS RESEARCH 
The data was collected from existing documents. Consent was obtained from the 
two relevant institutions, namely the Ekurhuleni Metropolitan Municipality 
(ANNEXURE B) and the Gauteng Department of Health, Region B (ANNEXURE 
C). Consent to conduct the research was also obtained from the Ekurhuleni 
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Metropolitan Municipality Ethics Panel (ANNEXURE D). Beneficence would take 
the form of future benefits to be had from a more equitable distribution of 
resources. 
  
1.16 LAYOUT OF THE RESEARCH 
Chapter 1 provides the background and context of the study. Chapter 2 provides 
a review of the available literature on equity in health care. In Chapter 3 the 
approach towards the research and the methodology adopted are explained. 
Chapter 4 discusses an analysis of the data, while chapter 5 deals with the 
study’s conclusions and recommendations with regard to the findings. 
1.17 SUMMARY 
In summary, health care systems attempt to promote the health of the population/ 
clientele and deliver quality patient care.  
 
Equity refers to the extent of no differences in health status of groups of people in 
a geographical area, either nationally or internationally (Whitehead 2000: 5).  
 
Since 1994, when a new dispensation was ushered in, inequity in society is no 
longer acceptable in the South African context. The country now boosts a 
democratic order based on a constitution that is considered to be the best in the 
world.  
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The question to be answered by this research is – to what extent does equity 
exist in the Ekurhuleni Metropolitan Municipal area in terms of resource allocation 
of clinics, staff and budgets? The aim of this research is to determine the state of 
equity in the three Service Delivery Regions (SDRs) of the Ekurhuleni Health 
District for the period 2003 to 2005. Equity is investigated in terms of capital 
distribution in the form of clinics, staff allocations and budget allocations. 
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CHAPTER 2 – Literature review 
2.1 INTRODUCTION  
2.1.1 The purpose of a literature study 
Problem identification constitutes the basis for doing research. According to De 
Vos (2002: 127), a literature review is necessary to fully understand the nature 
and meaning of the problem. Literature studies allow the researcher to form an 
idea of what other researchers have done and the lessons they learnt (Mouton 
2001:87). 
 
A research report should be situated within the context of the general body of 
knowledge and this is achieved through a review of the available and relevant 
literature (Babbie 2001: 565). 
 
2.1.2 The reasons for conducting a literature study 
A literature review is undertaken to establish the extent of available knowledge 
with regard to the problem being investigated. De Vos (2002: 128) lists a number 
of reasons why a literature review is necessary: 
• It is an excellent source for selecting and/or focusing on a topic. 
• It prevents unnecessary repetition. 
• It identifies deficiencies in other research. 
• Knowledge is gained of the most recent theories and definitions of 
concepts. 
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The current literature review seeks to investigate health care equity in the 
Ekurhuleni Health District and evaluate international literature – however with 
emphasis on the South African experience. Data for this review was obtained 
from the following sources: 
• Lecture notes from the UNISA course on Health Systems: MPHH5Y-
P/2005 
• Articles on CD-ROM supplied with the course MPHH5Y-P as well as 
bibliographies supplied 
• Internet search of relevant articles 
• Textbooks 
• Acts and policy documents 
 
2.2 HEALTH SYSTEMS AND HEALTH SYSTEMS REFORM 
In terms of the Alma Ata Declaration (1977), health is broadly defined as 
“…complete physical, mental and social well being and not merely the absence 
of disease or infirmity”. The Alma Ata Declaration (1977) goes on in article V to 
place responsibility on governments to seek health for all by the year 2000. It 
declares that the vehicle to achieve health for all is through primary health care 
(PHC). 
 
Roemer (1997: 1539) define health systems as all the activities of nations that 
result in the provision of health services. This definition of health care systems is 
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expanded on by Van Rensburg (2004: 1-2), who speaks of total health systems 
that include not only the national health system, but also all extraneous matters 
directly or indirectly associated with health. 
 
In the health system structure model proposed by Roemer (1997: 1539), the 
health needs of society are met by the components making up the system. The 
health system is usually organised as a ministry of health that harnesses 
resources and provides managerial and economic support in order to deliver 
services to the society to improve the health status of the population. Van 
Rensburg (2004: 5) refers to these components of health systems as intraneous 
determinants. In terms of the matrix discussed by Roemer (1997: 1543), he 
describes South Africa as having a developing and transitional economic 
framework with an entrepreneurial and permissive political system. The matrix 
(Roemer 1997: 1543) is constructed by contrasting health system policies 
(entrepreneurial and permissive, welfare-oriented and socialist and centrally 
planned) with economic levels (affluent, developing and transitional, very poor 
and resource rich), and it determines the types of health systems in place. 
 
In terms of the socio-cultural environment, Van Rensburg (2004: 6) introduces 
the concept of extraneous political factors. They concern the 
• place and importance of public, voluntary and private sectors in the health 
organisation; 
• financing and actual delivery of health services;  
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• degree of state control versus autonomy in the healing professions; and 
• degree of regulation or deregulation, bureaucratisation, centralisation or 
regionalisation in health care. 
According to Van Rensburg (2004: 6) the extent of political intervention concerns 
issues such as equality, discrimination and distribution of health services. 
 
As was stated in Paragraph 1.8.4, the National Department of Health (NDoH 
2003: 4-5) provides guidelines based on a services platform approach. According 
to these guidelines a decision must first be reached about the equitable 
distribution of facilities and services, after which an appropriate allocation of 
resources and budgeted funds can be made. 
 
Furthermore, the provision of services is dependent on the economic and political 
history of a country (Roemer 1997: 1542). Since 1994, service provision in South 
Africa occurs at the primary, secondary and tertiary levels and is based on the 
PHC approach as advocated in the Alma Ata Declaration (1977). 
 
2.3 MEASUREMENT OF HEALTH CARE SERVICES 
The measurement of equity in health is not a standardised process. 
Measurement is based on socio-political context of countries which determine 
comparisons between developed versus developing countries. Daniels, Bryant, 
Castano, Dantes, Khan and Pannarunothai (2000: 740) describe a measuring 
tool of the determinants of health that was developed through international 
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cooperation. The benchmarks of fairness emanated from a discussion in 1999 
among the collaborating teams in Colombia, Mexico, Pakistan and Thailand 
aimed at the comprehensiveness of medical insurance reforms. According to 
Daniels et al. (2000: 740) the benchmarks had an ethical rationale based on 
justice, and health care. The tool measures fairness, which is broader than equity 
(Daniels et al. 2000), and assesses nine benchmark criteria that cover the areas 
indicated: 
2.3.1 Intersectoral public health 
a) Population  
• Basic nutrition 
• Housing 
• Environmental factors 
• Education and health education 
• Public safety and violence reduction 
b) Information infrastructure 
• Regular measurement of health status inequalities 
• Research into interventions 
c) Intersectoral efforts 
• At local, regional and national levels 
• Involvement of vulnerable groups. 
 
2.3.2 Financial barriers to equitable access 
a) Informal sector coverage 
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• Universal access – primary health care 
• Portability of coverage 
b) Insurance for formal sector 
• Reduction of obstacles to enrolling formal sector 
• Family coverage for enrolled workers 
• Drug coverage 
• Medical transportation costs 
• Producing uniform benefits across all workers 
• Integrating various schemes involving those workers 
2.3.3 Non-financial barriers to access 
a) Reduction in geographical maldistribution 
• Facilities and services 
• Personnel (mix and training) 
• Supplies 
• Drugs 
• Clinic hours 
• Transportation for medical purposes 
b) Gender 
• Status in family regarding decision making 
• Mobility 
• Access to resources 
• Reproductive autonomy 
• Gender sensitive provision of services 
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c) Cultural 
• Language 
• Attitudes and practices relevant to disease and health 
• Uninformed reliance on untrained traditional practitioners 
• Perception of public sector quality 
d) Discrimination 
• Race 
• Religion 
• Sexual orientation 
• Disease  
 
2.3.4 Comprehensiveness of benefits and tiering 
a) All effective and needed services deemed affordable by all. 
b) Reform reduces tiering and achieves more uniform quality. 
 
2.3.5 Equitable financing 
a) Is financing determined by ability to pay?  
• If tax-based scheme  
How progressive? 
How much reliance on cash payments? 
• If premium-based 
Is it community-rated? 
Reliance on cash payments  
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• Out-of-pocket payments  
Main source of shifting burdens to the sick 
 
2.3.6 Efficiency, efficacy and quality of care 
a) Primary health care (PHC) focus 
• PHC training 
• Incentives 
• Appropriate allocation of resources to PHC 
• Interactive community participation 
• Referral mechanisms 
b) Implementation of evidence-based practice 
• Health policies 
• Public health and clinical prevention 
• Therapeutic interventions 
• Information infrastructure and database 
c) Measures to improve quality 
• Regular assessment of quality, including satisfaction 
• Accreditation of plans and hospitals 
• Professional training 
 
2.3.7 Administrative efficiency 
a) Minimise administrative overheads 
b) Reduce purchasing cost 
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c) Minimise cost shifting 
d) Minimise abuse and fraud and inappropriate incentives 
 
2.3.8 Democratic accountability and empowerment 
a) Explicit, public and detailed procedures for evaluating services 
b) Explicit deliberative procedures for resource allocation – transparent 
c) Global budgeting 
d) Full grievance procedures 
e) Adequate privacy protection 
f) Measures for enforcement of compliance with rules and laws 
g) Strengthening civil society 
 
2.3.9 Patient and provider autonomy 
a) Degree of consumer choice 
b) Degree of practitioner autonomy 
 
A scoring system was developed to evaluate competing reforms both 
locally, regionally and internationally. 
 
It is clear from the above comprehensive benchmarks of fairness in health that 
South Africa as a developing country and Ekurhuleni specifically can benefit from 
comparisons with similar countries in assessing health care reform. 
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2.4 AN INTERNATIONAL PERSPECTIVE ON HEALTH CARE EQUITY 
A fair and just society catering for the needs of all its citizens is an ideal most 
countries strive for. According to Whitehead (2000a: 3) various social barriers 
interfere with the access to basic services and render a section of the community 
vulnerable. These vulnerable members find themselves trapped in a poverty 
cycle and consequently have to carry the major burden of diseases (Whitehead 
2000a  : 3). 
  
The vulnerable citizens who are caught in the medical poverty trap (Whitehead, 
Dahlgren & Evans 2001: 833-836) are also the disadvantaged community 
members who do not have access to services – and this is described as the 
paradox of health care. 
  
Internationally, equity is an elusive goal for all countries where there are 
differences in access to resources, according to Whitehead (2000: 3). Daniels et 
al. (2002: 740) also argue that inequity affects both developed and less-
developed countries. The World Health Organisation (WHO) in its World Health 
Report (WHO 2000a: 23) states that the raison d’être for health systems is better 
health for the population. It goes on to state that fairness in financing of health is 
difficult based on the notion: “Getting what you pay for”. The phenomenon of co-
payments to obtain health services means poor people are not able to access 
expensive health care services. The WHO (2000a: 23) categorically states that 
health care can be catastrophically costly. 
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Stewardship by governments (WHO 2000a: 24) is key to ensure access to and 
distribution of resources in respect of both public and private health care. The 
health care system should be responsive to the health care needs of its clientele, 
especially the non-health aspects such as adequate housing and access to clean 
drinking water and the treatment meted out by providers (WHO 2000a: 31). The 
WHO (2000a: 26) also states that fair financing of the health care system 
ensures financial protection for everyone. Out-of-pocket expenses should not 
deny the poor access to health services, and greater pre-payment should be 
encouraged. Government should therefore perform its oversight role (WHO 
2000a: 24-26) by attending to  
• service delivery – (responsiveness); 
• funding – (fairness); 
• investment in health resources; and  
• its stewardship function. 
  
Kvale (2000: 856) argues from an international perspective and remarks that the 
introduction of user fees merely perpetuates inequity. The fees charged by public 
hospitals deny open access, because poor persons simply cannot afford to pay 
any user fees. 
 
2.5 EXTERNAL DETERMINANTS THAT CONTRIBUTE TO HEALTH 
Roemer (1997: 1539) argues that the following determinants contribute to health: 
• Physical environment 
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 Geography, climate 
 Food, water, housing, etc. 
• Social environment 
 Education, occupation, income 
 Relationships, urbanisation, etc. 
• Personal traits 
 Age, sex / gender 
 Immunity, genetic background, habits, etc. 
• Health services 
 Health promotion, disease prevention 
 Treatment, rehabilitation, etc. 
By providing adequate housing, sanitation and potable water and by ensuring 
increased education with commensurate increased income, governments 
actually improve the health status of communities. Similarly, the health system 
adopted by governments should not only promote good health and disease 
prevention, but also provide reasonable access to treatment in the event that 
people fall ill and subsequently require rehabilitation (Roemer 1997: 1539, 
Daniels et al. 2000: 740-749). 
 
In terms of the socio-cultural environment, Van Rensburg (2004: 6) introduces 
the concept of extraneous (external) political factors: the place and importance of 
public, voluntary and private sectors in the health organisation, the financing and 
actual delivery of health services; the degree of state control versus autonomy in 
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the healing professions, and the degree of regulation or deregulation, 
bureaucratisation, centralisation or regionalisation in health care.  
 
According to Daniels et al. (2000) a tool to measure fairness – which is broader 
than equity – assesses nine benchmark criteria that cover the following areas: 
1 Intersectoral public health 
2 Financial barriers to equitable access 
3 Non-financial barriers to access 
4 Comprehensiveness of benefits and tiering 
5 Equitable financing 
6 Efficiency, efficacy and quality of care 
7 Administrative efficiency 
8 Democratic accountability and empowerment 
9 Patient and provider autonomy 
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Socio-economic determinants of health 
The health status of communities also improves where contributory determinants 
of health such as adequate housing, clean drinking water and proper nutrition are 
satisfied (UNISA: 2003; Daniels et al. 2000: 740-749).  
 
2.5.1 Control of infectious diseases 
According to Knight (UNISA: 2003), a decline in infectious disease had been 
observed even before the infectious agents were identified (see Figure 2.1 
below). Figure 2.1 draws from the long history of data collection in England and 
demonstrates the decline in TB before the introduction of antibiotics, which is 
purported to be due to the improvement in socio-economic status of the people in 
England. 
 
 
 
 
 
 
 
 
 
Figure 2.1: Mean annual death rate from tuberculosis in England 
 Source: UNISA: Knight (2003) 
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2.5.2 Community participation 
Greene (2003: 108) remarks that health status improves at a greater pace where  
community participation is encouraged. The latter enhances ownership of the 
health care system and ensures attention to community health needs. Social 
inequity in the South African context is being systematically eliminated by 
providing an enabling legal framework (Constitution 1996) and by improving 
access to and participation in the health delivery system. 
 
2.5.3 Service delivery approach 
The service delivery approach of basic versus market-related health care has 
different outcomes. Cuba, according to Greene (2003: 108), is an example of a 
low-income country adopting the approach of providing basic health care and 
adequate community participation maintaining relatively high health outcomes. 
The United States of America, on the other hand, is as an example of a high-
income country where health care is delivered at market-related prices. 
According to Sanders (2000: 16) this results in large sectors of the community 
becoming vulnerable.  
 
In terms of poor access to health services, Whitehead (2000: 3) has shown that 
life expectancy of disadvantaged groups is detrimentally affected in an 
inequitable society. 
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2.6 SOUTH AFRICAN PERSPECTIVE ON HEALTH CARE EQUITY 
Gross inequalities existed when the Government of National Unity took over the 
reigns in South Africa in 1995 (SA Demographic and Household Survey 1998: 3, 
SA NDoH 2001:2). The new democratic government was premised on equity, as 
stated in the Health Plan of the ANC (1994) and legislated in the South African 
Constitution (1996). The Alma Ata (1977: 21) principles of primary health care 
were incorporated in the Health Act, Act 61 of 2003, underpinning the approach 
of primary health care. 
 
The South African National Department of Health (2001: 2) felt that the 
inequitable society had left the predominantly black local community vulnerable 
and consequently caused them to carry the largest burden of disease. In 2003 
the National Department of Health (NDoH) (2000: 4) adopted and implemented a 
set of uniform norms and standards for primary health care. These norms and 
standards created the platform to improve service efficiency/effectiveness and to 
ensure equity in resource allocation. 
 
In 1995 the NDoH (2001: 2) informally introduced district health services (DHS) 
as a means to establish a unified but decentralised national health system. This 
was seen as an attempt to achieve equity in health care delivery within the 
provinces (NDoH; 2001: 3). Although local governments were keen to implement 
the DHS, discrepancies were introduced in the staff salary packages of provincial 
and local government employees. This confluence of events culminated in the 
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promulgation of the National Health Act, Act 61 of 2003, which set the legal 
framework for the introduction of District Health Services. 
 
In its Growth and Development Strategy 2025 document (2005) (ANNEXURE I), 
the Ekurhuleni Metropolitan Municipality declares that it is “the
 
 smart and 
developmental city”. Its mission statement professes that it provides services in 
an equitable manner based on the Batho Pele principles – people first 
(ANNEXURE I). 
2.7 SOUTH AFRICAN NORMS AND STANDARDS 
The National Department of Health (NDoH) published The Primary Health Care 
Package for South Africa – a set of norms and standards in 2000. In the chapter 
on CORE NORMS AND STANDARDS FOR HEALTH CLINICS a description is 
given of the norms and standards to be used in implementing the proposed 
district health services. 
 
The norms and standards relevant for this dissertation are: 
1. Access measured by the proportion of the population, that is one clinic per 
100 000 persons. 
2. The staff establishment for all categories is known and vacancies are 
discussed (1 nurse /100 000 population). 
3. The clinic, as a cost centre, has a budget divided into main categories. 
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In the document Guidelines for District Health Planning and Reporting – Part D 
(2003), the NDoH discusses the need for improving effectiveness, equity and 
efficiency through a process of allocating resources among different 
• service levels (effectiveness); 
• geographical areas (equity); and  
• inputs (efficiency). 
 
The national guidelines (NDoH: 2003) lay down the foundation for minimum 
norms and standards. By adhering to these guidelines, it makes general 
comparisons between districts, as well as geographical comparisons between 
health districts and sub-districts possible. 
 
In terms of this study, the following norms and standards apply in relation to the 
equity principles involved: 
1) Clinics:  One clinic per 100 000 persons 
2) Staff:  Nurse population ratio (1 per 100 000, all professional nurse 
                           categories) 
3) Budget: Per capita expenditure per service delivery region, no 
absolute figure given; subsidies are provided based on the population size 
and the amount available in the national budget and provincial allocations. 
 
Budgets are drawn up annually, using a bottom-up approach where facilities, as 
cost centres, indicate their needs. A consolidated budget for the municipal health 
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department is then produced by the support services division and presented by 
the director to the finance department for eventual approval by Council. Both the 
Executive Director: Health and the Member of the Mayoral Committee: Health 
(for political oversight), are responsible for the final submission of the health 
budget. Budgets and expenditures are audited by internal and external auditors. 
(Refer to ANNEXURE H for the Ekurhuleni budget). 
 
2.8 SUMMARY 
A literature review was conducted to cover the international and South African 
experience with regard to equity in health care. The purpose of the literature 
review was to obtain an understanding of and insight into the problem of health 
care equity.  
 
To afford the reader an international perspective, reference was made to 
Roemer’s (1997: 1539) list of external determinants that contribute to health. A 
tool for measuring fairness was also introduced by the benchmark approach and 
assessed nine benchmark criteria.  
 
Attention was lastly given to the norms and standards prescribed by the National 
Department of Health (NDoH) to be used in the implementation of district health 
services. 
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CHAPTER 3  
Research methodology 
3.1 INTRODUCTION 
This chapter discusses the research methodology utilised. 
 
As was stated before, the general, overall aim of this study is to determine health 
care equity in terms of the distribution of health resources such as clinics, staff 
and budget allocations among the service delivery regions in the Ekurhuleni 
Health District for the period 2003 to 2005. 
 
The specific purpose is therefore to determine whether resources and funding 
were applied equitably across all three service delivery regions of the EHD. 
 
3.2 RESEARCH OBJECTIVES 
 The different objectives of this research are as follows: 
1) To describe the available health resources – clinics, staff allocation and 
budget/financial support – in each of the three SDRs of Ekurhuleni that 
were included in the study. 
2) To conduct a gap analysis between health resources and financial support 
for the selected SDRs in terms of their need for clinics, staff and budget 
support. 
3.3 RESEARCH METHODOLOGY 
 The research follows a quantitative and retrospective approach. 
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3.3.1 Quantitative research 
Quantitative research refers to the quantification or measurement of variables by 
assigning numbers to the qualities under research (Babbie 2001: 49). This has 
led to the concept of variable analysis and strict statistical control. A quantitative 
research design was suitable for this study because the allocation of resources 
that had been applied to the three service delivery regions (SDRs) could be 
quantified. 
 
3.3.2 A retrospective study 
According to Babbie (2001: 92), the time dimension of studies may involve past 
events (retrospective), cross-sectional events or future events (longitudinal). In 
the case of the current study a retrospective approach was followed because 
resources were applied in the past and a retrospective review would give an 
indication of the trends set in motion. Data from the period 2003 to 2005 was 
used for this purpose. 
 
3.3.3 Content analysis and comparison 
Content analysis refers to an analysis of the content of relevant documents 
(Mouton 2001: 165) and comparisons are drawn with regard to words or phrases, 
meanings (expressed or implied), pictures, symbols, themes and messages. 
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This research will evaluate and compare the contents of documents from the 
three service delivery regions in the Ekurhuleni Health District for the period 2003 
to 2005 in relation to clinics, staff and budget allocations. 
  
3.4 RESEARCH POPULATION 
The Ekurhuleni Health District is co-terminous with the boundaries of the 
Ekurhuleni Metropolitan Municipality (EMM) that was established in 2000 in 
terms of the Municipal Structures Act, Act 117 of 1998. The EMM subdivided the 
municipal area into three service delivery regions (Northern SDR, Eastern SDR 
and Southern SDR) to facilitate administration. 
 
The documents and records of the three SDRs were used and the service 
delivery regions themselves constituted the units of measurement. A census 
approach was essential to determine the level of equity of health service 
provision throughout the health district. 
 
Although the population sizes within these SDRs differ, the indicators for equity 
used in the study are distribution of health service facilities and the budget 
allocation. The population figures will therefore be used to determine proportions. 
 
3.5 THE STUDY SAMPLE 
The Northern, Eastern and Southern SDRs were purposively selected to 
determine equity of health service delivery in the EMM. All their documents 
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pertaining to clinic facilities, staff and budget allocations were included as data 
sources for the study. This meant that no sampling was done.  
 
3.6 DATA SOURCES 
 The following data sources were used to obtain relevant data: 
• Lists of clinic facilities; existing and new clinics for 2003-2005  
• Lists of personnel allocations for the period 2003-2005 
• Budgets for 2003 to 2005 (ANNEXURE H) 
 
Clinic facilities and personnel lists (ANNEXURE G) are reviewed on an annual 
basis by the family health division within the Health Department of Ekurhuleni. 
Clinic Heads normally feed the data up from clinic facility level to the corporate 
head office, where it is processed by senior managers and compared against the 
data of the previous year. Annexure H is an example of the departmental budget 
for the Ekurhuleni Metropolitan Municipality. 
 
3.7 DATA COLLECTION 
Data collection was done by means of a checklist designed by the researcher. 
The checklist was based on the matrices on health systems discussed by 
Roemer (1997: 1539) and Van Rensburg (2004: 5), as well as on the fairness 
benchmarks in health care reform as extensively discussed in their paper by 
Daniels et al. (2000: 740). The following nine different benchmarks are 
discussed, which cover the entire spectrum of indicators for health care reform: 
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1. Intersectoral public health 
2. Financial barriers to equitable access 
3. Non-financial barriers to access 
4. Comprehensiveness of benefits and tiering 
5. Equitable financing 
6. Efficacy, efficiency and quality of health care 
7. Administrative efficiency 
8. Democratic accountability and empowerment 
9. Patient and provider autonomy. 
 
The checklist, which was compiled based on some of the health and external 
determinants of health care, is attached as Annexure A.  
 
Only relevant data pertaining to the aim and objectives of the study were 
extracted for inclusion in this study, namely: 
1. Clinic facilities to provide access and management 
2. Staff   to provide service that is effective and efficient 
3. Budget  to provide equitable funding. 
The initial checklists were completed in 2006 by the managers as part of their 
routine daily functions in the various divisions of the EMM Health Department 
and the Gauteng Department of Health Region B. No training was given and 
information was supplied based on documents at the disposal of the officials. 
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3.8 DATA ANALYSIS 
The systematic organisation and breakdown of research data is referred to as 
data analysis (Polit & Hungler 1997: 455; De Vos 2002: 223). An MS-Excel 
spreadsheet was used to create tables from the data collected and to construct 
graphs. Data was categorised and summarised, and subsequently converted into 
tables to obtain meaningful information that covers each individual service 
delivery region. Ratios and intervals were also calculated to make appropriate 
comparisons. 
  
Data analysis of the study took into consideration the national norms (NDoH, 
2003) expressed as the expected variable (E) as applied to clinics and staff. 
Collected data of the three SDRs in EMM were compared to these norms: 
1) Clinics:   one clinic per 100 000 citizens 
2) Staff:    one nurse per 100 000 citizens 
3) Budget allocation:  per capita 
 
Data collected were further analysed and converted into the following indicators 
in terms of expected findings as compared to actual findings, namely: 
1. Expected (E) number of clinics (norm), less actual (A) clinics, so as to 
calculate the gap; then converted to the number of clinics as a percentage 
of expected number of clinics 
2. Expected (E) number of staff, less actual (A) number of staff, to 
calculate the gap; then converted to actual versus expected staff 
percentage  
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3. Per capita budget allocations based on the regional population size.  
 
These comparisons were used to determine and give meaning to the gaps and to 
allow conclusions to be drawn. Expected numbers of clinics and staff (allocative 
criteria) for each region were determined in terms of the national norms (NDoH, 
2003). The actual (A) numbers were based on the findings in the study which 
where then subtracted from the expected (E) norms. (See Chapter 4). 
 
Findings about clinics, staff and budget allocations in the three study areas were 
further compared in terms of the SDRs. Effectiveness of the allocative criteria 
was not assessed.  
 
Meaning was concluded through descriptive statistics. 
 
3.9 DATA VALIDITY AND RELIABILITY 
 
3.9.1 Reliability 
The consistent measurement of attributes by an instrument is referred to as its 
reliability (Polit & Hungler 1997: 295).  
 
The routine data collection tool used in this study, namely District Health 
Information Software (DHIS), was developed by the Health Information Systems 
Programme (HISP) (2003). It has been in use on a daily basis across all 
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provinces since 2003. The DHIS system collects national data elements 
(Heywood & Rohde [Sa]: 7) on either paper-based or electronic source tick 
sheets. These elements are next captured on a regional (organisational units) 
basis where they are processed – in the case of Gauteng based on selected 
provincial indicators, for health district consumption. District information is 
forwarded to the provincial level, where it is concatenated to produce a provincial 
health profile. In turn, the provinces send the information to the National 
Department of Health (NDoH) to collate a national health profile which is 
eventually shared with international bodies such as the World Health 
Organisation (WHO). 
 
The DHIS system is tested and re-tested through daily use in clinics by using 
data validation rules built in by the software. Data quality is assessed on a 
monthly basis by health information system officers and the programme 
manager. The DHIS system is revised on an ongoing basis by the HISP to stay 
abreast of technological advances. The current version of the DHIS in use is 1.3, 
but the updated version, 1.4, is being piloted. This version, DHIS 1.4, will be 
Windows based with network functionalities. 
 
Budgets (ANNEXURE H) for both Ekurhuleni and GDoH Region-B were also 
used as official sources of data for the period 2003 to 2005. 
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3.9.2 Validity 
The degree to which an instrument measures what it purports to measure is 
referred to as validity (Polit & Hungler 1997: 299). 
  
3.9.2.1 Measures to ensure validity 
The DHIS system is based on data elements that are identified on a national 
basis (NDoH) with a view to monitoring and evaluating health service delivery. 
The elements and indicators have been trimmed by the NDoH and Provincial 
Departments of Health from a Minimum Data Set (MDS) to an Essential Data Set 
(EDS). They have been tested and re-tested in clinics on a daily basis since 
inception. The DHIS system is used as a research tool by the National 
Department of Health to track epidemiological trends and to assess health and 
health care equity in South Africa. The Health Systems Trust (a national health 
NGO) produces a document, the Health Barometer, on behalf of the NDoH to 
make comparisons of the entire country on a district-by-district basis, using the 
indicators of the DHIS system. 
 
The budgets of the Gauteng Department of Health and the Ekurhuleni 
Metropolitan Municipality are formally approved by the appropriate executive 
organs. Auditing of their Annual Financial Statements is undertaken by internal 
and external auditors as well as the Auditor General.  
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3.9.2.2 Content validity 
Content validity is concerned with the adequacy of the sampling method used 
(Polit & Hungler 1997: 324). In this study, all documents related to clinics, staff 
and budgets were included and sampling was therefore not done. However, as 
stated earlier, the elements determined at a national level were trimmed by the 
NDoH and Provincial Departments of Health from a minimum data set (MDS) to 
an essential data set (EDS) to reflect the health issues that will be monitored and 
evaluated.  
 
The annual budget of the Ekurhuleni Metropolitan Municipality is prepared 
according to the Local Government Municipal Finance Management Act, Act 56 
of 2003 (MFMA). This Act is based on generally accepted municipal accounting 
(GAMAP) standards. Similarly, the provincial budgets are drawn up within the 
parameters set by the Public Finance Management Act, Act 1 of 1999 (PFMA). 
 
3.9.2.3 Face validity 
Face validity is established by the observer by considering the source 
documentation that comprises the DHIS system reports and the budgets for the 
Ekurhuleni Health District. 
 
This study is a retrospective review of documents that were used to plan service 
delivery in the Ekurhuleni Health District. Reliability was ensured by cross-
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checking planning lists that were held (after compilation) at headquarters with the 
programme supervisors, Chief Community Health Nurses and Clinic Heads. This 
was done manually by the supervisors to verify the correctness of the 
information. Validity was ensured through reviewing and checking of existing 
data lists as well as budgets available and in issue. 
 
3.10 ETHICAL CONSIDERATIONS 
Consent was obtained from both institutions, namely the EMM’s Portfolio 
Committee: Health and Social Development, and the Gauteng Department of 
Health (Region B) (ANNEXURES B & C), to use data from the EHD. Approval 
was also obtained from the EMM: Ethics Panel (ANNEXURE D). By referencing 
SDRs generically and not mentioning individuals the confidentiality and 
anonymity of all the involved institutions and workers were respected.  
 
3.11 SUMMARY 
The research followed a quantitative and retrospective approach. The three 
service delivery regions were purposively selected to determine equity of health 
service delivery. Data collection was done by means of a checklist compiled by 
the researcher. All the documents relating to clinic facilities, staff and budget 
allocations in the three regions were included as data sources and no sampling 
was done.  
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An MS-Excel spreadsheet was used to create tables from the data collected and 
to construct graphs. Data was categorised and summarised, and afterwards 
converted into tables to obtain meaningful information for each individual service 
delivery region. Ratios and intervals were calculated to make appropriate 
comparisons. 
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Chapter 4 
Analysis and presentation of data 
4.1 INTRODUCTION 
The findings of the study on health care equity in the Ekurhuleni Health District 
for the period 2003-2005 are summarised in this chapter.  
 
Data was collected by using the checklist that was developed by the researcher 
based on generic socio-economic data categories as discussed in the literature 
review. The checklist was circulated to all four divisions in the Health Department 
at the Ekurhuleni Metropolitan Municipality and the Gauteng Department of 
Health (Region B). All the checklists were returned. The Special Programmes 
division of the Ekurhuleni Health Department also provided data from the DHIS 
system, and health economic data was received from the Local Economic 
Development Department at the Ekurhuleni Municipality (ANNEXURE F).  
 
The analysis and presentation of the information will cover the aims and 
objectives as stated in Chapter 1. MS Excel spreadsheets were used to analyse 
the data collected and to produce tables and graphs that would graphically 
represent the findings of the research. 
4.2 PUBLIC HEALTH CARE CONSUMERS IN EKURHULENI HEALTH DISTRICT 
Based on the 2001 census, the population of the Ekurhuleni Metropolitan 
Municipal area stood at 2 480 282 (see Table 1.2). The regional population for 
the Northern SDR was 719 281, for the Eastern SDR 839 633 and for the 
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Southern SDR 921 368. Annual growth of the population is based on calculations 
of midyear estimates made by the DHIS system by escalating census 2001 
figures by 2.5%. The public sector or uninsured population (no medical aid) is 
also calculated by the DHIS system at 75% of census 2001 figures. 
 
4.3 ANALYSIS OF DATA 
 
4.3.1 Distribution of clinics in the Ekurhuleni Health District 
Primary health care services are provided from different clinic facilities. The 
various types of clinics were shown in Table 1.4. The expected number of clinic 
facilities is based on the SA national norm of one fixed clinic per 100 000 of the 
population (NDoH 2003). Table 1.4 provides a description of the types of facilities 
and their distribution across the three regions of the Ekurhuleni Health District. It 
also provides an estimate of the catchment population, based on the DHIS 
system calculations. 
 
The distribution of clinic facilities, based on the calculation of expected number of 
clinics per 100 000 persons (NDoH 2003) and the actual number of clinics 
recorded for the period 2003 to 2005 in the Service Delivery Regions, is as 
shown in Table 4.1 below. 
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Table 4.1: Fixed clinics based on the norm of 1 per 100 000 of the population 
 2003 2004 2005 
SDR 
Expected 
(E) 
Actual 
(A) 
Expected 
(E) 
Actual 
(A) 
Expected 
(E) 
Actual 
(A) 
North 19 16 20 16 20 16 
East 22 25 23 25 24 26 
South 25 28 26 27 27 27 
Gap 66 69 69 68 71 69 
Total Gap 
(E-A) 
-3  
(Excess in terms of 
national norm) 
1 
(Deficit in terms of national 
norm) 
2 
(Deficit in terms of national 
norm) 
  
The facility gap that is calculated by deducting actual from expected number of 
clinics indicates that in 2003 there was an excess of actual facilities compared to 
the expected number of facilities for the EHD. This excess turned into a deficit of 
one and two for the years 2004 and 2005 respectively due to changes in 
population size of each region. 
 
In terms of the above criterion, the Northern SDR consistently has a deficit of 
clinics compared to the expected number of clinics, which emphasises the 
inequitable distribution of clinic facilities. The clinic gap for 2003 was -3, and for 
2004 and 2005 it was 4. Table 4.2 shows that the actual number of fixed clinics 
for the Northern SDR (16/19 and 16/20) did not increase to keep up with the 
South African national norm (NDoH, 2003). Both the Eastern SDR (25/22 and 
25/23, 26/24) and Southern SDR (28/25, 27/26 and 27/27) had more facilities 
than expected. 
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To enable clear comparison of actual service delivery, the findings are presented 
in terms of a percentage of the expected SA norm (NDoH 2003), 100% being 
reflected as attaining the SA national norm and a figure lower than 100% being 
an under achievement of the SA national norm. 
 
The total clinic gap (calculated by deducting the actual from the expected number 
of clinic facilities), Table 4.1, of -3, 1, and 2 for the years 2003, 2004 and 2005 
respectively, due to changes in the population size of each region.  
 
Expressing the actual number of clinics as a percentage of the expected 
produces the results as shown in Table 4.2 and graphically illustrated in Figures 
4.1, 4.2 and 4.3. 
 
Table 4.2: Actual clinics as a percentage of expected number of clinics in 
terms of the SA national norms 
SDR 2003 2004 2005 
North 84.2% 80.0% 80.0% 
East 113.6% 108.7% 108.3% 
South 112% 103.8% 100.0% 
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Figure 4.1: SDR North – Clinics actual versus expected as a percentage 
 
One hundred percent will indicate the clinics physically available in terms of the 
norm (NDoH 2003). Both the Eastern SDR and the Southern SDR have sufficient 
clinic facilities, based on the national norm. In fact, both have more actual 
facilities than expected. The number of fixed clinics has however remained static 
for the Northern SDR, remaining below the expected.  
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 Figure 4.2: SDR East – Clinics actual versus expected as a percentage 
 
When calculating the Pearson correlation (see Table 4.3) between the population 
and the number of clinics versus expected percentage, it is confirmed that there 
was a population growth in the Northern SDR, coupled with a static growth in 
facilities. This is opposed to the Eastern SDR where the correlation is r= 0.8664, 
indicating a growth in the number of facilities more than the population. The trend 
is however downward, which indicates an approach to the national norm. 
 
The correlation for the Southern SDR is r= -0.8660, which shows an inverse 
growth of facilities to the population growth. The trendline is also downward, 
confirming an increasing deficit in the number of clinic facilities. 
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 Figure 4.3: SDR South – Clinics actual versus expected, as a percentage 
 
Table: 4.3: Correlation – clinics and the population 
SDR 
Pearson Correlation 
coefficient=r 
North 0.0 
East 0.8664 
South -0.8660 
  
4.3.2 Allocation of nursing staff in the Ekurhuleni Health District 
Staff costs as a proportion of total budgeted costs make up the bulk (70%) of 
operational expenses (see budget - ANNEXURE H). The distribution of nursing 
staff within Ekurhuleni is as indicated in Table 4.4. Based on the norm of one 
nurse per 100 000 persons (NDoH 2003), the actual number of staff members 
exceeded the expected number by 11 for 2003 and 2004. In 2002 a moratorium 
was placed on the filling of posts in Ekurhuleni, pending the completion of staff 
placement following the amalgamation and integration of the Ekurhuleni 
Metropolitan Municipality. By 2005 the excess had diminished to 4, based on the 
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above norm. The Eastern SDR clearly had more nursing staff in 2005 
(13/100 000 according to Table 4.4) than the other two regions (10/100 000, 
again according to Table 4.4). Judged against the norm, there is a clear 
maldistribution of nursing personnel across the Ekurhuleni Health District. The 
inequitable distribution of nursing staff in 2005 visibly favours the Eastern SDR at 
the expense of the Southern SDR (10/100 000), which is more populous (see 
Table 1.2). When the total staff gap is determined by deducting the actual 
number of staff per hundred thousand from the expected, there is an excess of 
staff for all three years, decreasing from -11 (2003 and 2004) to -4 in 2005 as the 
population grows. 
 
It is evident from Table 4.4 that the Eastern SDR had the highest actual nurse-to-
population ratio compared to the expected ratio. This may be explained by the 
fact that the Eastern SDR is geographically the largest. On the other hand, in the 
Southern SDR the number of nurses decreased to below the number expected. 
Table 4.5 illustrates the result of calculating the actual staff as a percentage of 
the expected staff for the three years 2003 to 2005. One hundred percent is the 
target in terms of the norm (NDoH 2003). 
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Table 4.4: Expected versus actual number of staff in terms of the SA 
national norms 
  2003 2004 2005 
 SDR 
Expected 
(E) 
Actual 
(A) 
Expected 
(E) 
Actual 
(A) 
Expected 
(E) 
Actual 
(A) 
North 8.00 9.00 8.00 9.00 8.00 10.00 
East 9.00 16.00 9.00 16.00 10.00 13.00 
South 10.00 13.00 10.00 13.00 11.00 10.00 
Total 27.00 38.00 27.00 38.00 29.00 33.00 
Gap (E-A) 
-11.00 
(Excess in terms of 
national norm) 
-11.00 
(Excess in terms of national 
norm) 
-4.00 
(Excess in terms of 
national norm) 
 
Table 4.5: Actual versus expected as a percentage of staff in terms of the SA 
national norms 
SDR  2003 2004 2005 
North 113% 113% 125% 
East 178% 178% 130% 
South 130% 130% 91% 
 
The actual to expected ratio of staff, expressed as a percentage in Table 4.5, 
clearly shows that, based  all the SDRs had an excess, except the Southern SDR 
(Figure 4.6), which developed a deficit of 91% in 2005.  
 
The ratio of actual versus expected staff in the Northern SDR (Figure 4.4), 
expressed as a percentage, increased over the period under review, confirming 
the oversupply of staff based on the national norm (NDoH 2003). The ratio of 
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actual versus expected staff for the Eastern SDR (Figure 4.5) decreased over 
time from 178% to 130% – again confirming the oversupply of staff based on the 
norm. 
 
 
Figure 4.4: SDR North – Staff actual/expected, as a percentage 
 
 
Figure 4.5: SDR East – Staff actual/expected, as a percentage 
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Based on the Pearson correlation between staff and population (see Table 4.6), it 
is evident that the Northern SDR (r=0.8660) has a positive correlation, while both 
the Eastern and Southern SDRs had negative correlations of r=-0.8664 and r= -
0.8660 respectively. This demonstrates that there was higher population growth in 
the Eastern and Southern SDRs, with the South gradually developing a bigger 
deficit in staff allocation. 
Table 4.6: Correlation – Staff and the population 
SDR 
Pearson Correlation 
coefficient=r  
North 0.8660 
East -0.8664 
South -0.8660 
  
Figure 4.6 graphically illustrates the decline in the Southern SDR of the actual to 
the expected percentage of staff, which was 91% by 2005. This decline clearly 
demonstrates the inequity in provision of staff. 
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Figure 4.6: SDR South – Staff actual/expected, as a percentage 
 
4.3.3 Budget allocation for health services in the Ekurhuleni Health District 
Budget allocation for the three regions is displayed in Table 4.7 and Figure 4.7. 
The per capita allocation was highest in the Southern SDR at R56.33 in 2003. 
During 2004 and 2005 the highest per capita budget allocations were for the 
Eastern SDR, despite the fact that the highest concentration of people (Table 
1.2) was in the Southern SDR. The inequitable allocation of the budget, based on 
absolute per capita allocation, was confirmed and even became pronounced 
during 2005, where the Southern SDR had the lowest per capita allocation but 
the highest population growth (see Table 1.2). 
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In terms of Figures 4.7, 4.8 and 4.9, the trend for per capita allocation remained 
positive with a positive Pearson correlation of r= 0.9 (see Table 4.8). This 
indicates that the per capita budget allocation kept up with the population growth. 
 
Table 4.7: Ekurhuleni budget allocation and per capita allocation 
 SDR 
2003 2004 2003/04 2005 2004/05 
Budget 
R 
Per 
capita 
R 
Budget 
R 
Per 
capita 
R 
% Per 
capita 
growth 
Budget  
R 
Per capita 
R 
% Per 
capita 
growth 
North 27,129,596 47.00 50,683,409 85.10 81.1 54,733,740 89.53 5.2 
East 36,304,971 54.24 64,876,282 93.45 32.3 77,276,176 107.46 15.0 
South 42,379,950 56.33 63,618,885 81.53 44.7 70,586,514 87.32 7.1 
 
Figure 4.7 shows that the per capita allocation grew disproportionately in the 
Eastern SDR. Of the other regions, the Northern SDR showed a higher growth of 
per capita allocation than the Southern SDR, which had the highest population 
(Table 1.2). Of concern is the sharp decline in the per capita allocation between 
2004 and 2005 across all three service delivery regions. 
  
67 
 
 Figure 4.7: Ekurhuleni budget allocation 
 
Ekurhuleni: Budget Allocation and  
Per Capita Allocation 
0 
10000000 
20000000 
30000000 
40000000 
50000000 
60000000 
70000000 
80000000 
90000000 
Years 
North 27129596 47.00 50683409 85.10 54733740 89.53 
East 36304971 54.24 64876282 93.45 77276176 107.46 
South 42379950 56.33 63618885 81.53 70586514 87.32 
Budget Per capita Budget Per capita Budget Per capita 
2003 2004 2005 
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Figure 4.8: SDR North – Per capita budget allocation 
Figures 4.8 to 4.10 clearly demonstrate the inequitable allocation of per capita 
budgets among the three SDRs. The Southern SDR gradually developed a 
distinct per capita budget deficit, which became pronounced by 2005 even 
though this SDR was the most populous of the three (see Table 1.2). The rate of 
growth in its per capita allocation over the three years (2003 to 2005) also 
indicated that the Southern SDR was worst off. This was confirmed by the data in 
Table 4.8, where the Pearson correlation between per capita budget versus 
population growth was r= 0.9095, r= 0.9644 and r= 0.9404 for the Northern, 
Eastern and Southern SDRs respectively. 
Table 4.8: Correlation – per capita budget and population 
SDR 
Pearson Correlation 
coefficient=r  
North 0.9095 
East 0.9644 
South 0.9404 
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Figure 4.9: SDR East – Per capita budget allocation 
 
 
Figure 4.10 SDR South: Per capita budget allocation 
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4.4 SUMMARY  
The findings of the study on health care equity in Ekurhuleni for the period 2003 
to 2005 were summarised in this chapter and dealt with in terms of the norms set 
for each component of the study. 
 
4.4.1 Clinics 
The norm 
According to the National Department of Health (NDoH 2003) the norm is one 
clinic per 100 000 persons in the population. 
 
The findings 
Access to clinics in terms of the norms provided by the National Department of 
Health appears adequate.  
1) The excess in total number of clinics (-3) in 2003 decreased to a deficit of 
two clinics by 2005. 
2) The difference between actual and expected percentage in Table 4.2 
illustrated that the Northern SDR was suffering a persistent deficit in terms 
of the norm and that access to clinics in the Southern SDR had also 
decreased to 100% by 2005 – in line with the downward trend. 
 
Interpretation of findings 
The ratio of actual to expected percentage of clinics shows an excess of facilities 
over the national norm (NDoH 2003). 
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Distribution of clinics, however, is inequitable and by 2005 with the Eastern SDR 
having 108% of expected clinics compared to 100% and 80% for the Southern 
and Northern SDRs respectively. 
 
4.4.2 Staff allocation 
The norm 
The norm set by the National Department of Health (NDoH 2003) for staff is one 
nurse per 100 000 persons of the population. 
 
The findings 
Based on the above national norm (NDoH 2003), Ekurhuleni had an excess of 
staff. The total gap as shown in Table 4.4 decreased from 11 in 2003 to four in 
2005. 
 
Staff distribution was not equitable in the three SDRs, with the Eastern SDR 
having 130% of expected staff by 2005 (see Table 4.5), compared to 125% and 
91% for the Northern and Southern SDRs respectively. 
 
Interpretation of findings 
Table 4.5 shows that the EHD had excess staff throughout the period under 
review, based on the norm set by the National Department of Health (NDoH 
2003) and calculated as the actual to expected percentage. It is only in the 
Southern SDR where staff numbers decreased to below the norm (91%). With 
  
72 
the growth in population until 2005, the inequitable distribution of staff persisted. 
The ratio between actual and expected percentage of staff (see Table 4.5) varied 
from 125% for the Northern SDR to 130% and 91% for the East and South 
respectively. 
 
4.4.3 Budget allocation 
The norm 
There is no absolute per capita norm indicated by the NDOH. Budget allocations 
are made based on the population, the funds allocated in the national budget and 
provincial allocations of subsidies. 
 
The findings 
Based on the population for the three SDRs, the budget allocation was 
disproportionate. Table 4.7 shows that between 2003 and 2004 the per capita 
expenditure grew by 81.1%, 32.3% and 44.7% for the Northern, Eastern and 
Southern SDRs respectively. Per capita expenditure growth between 2004 and 
2005 for the SDRs was as follows: 5.2%, 15% and 7.1% for the North, East and 
South respectively. 
 
Interpretation of findings 
It is evident that there was an unequal per capita expenditure that favoured the 
Eastern SDR over the Southern SDR, which was actually more populous (Table 
1.2). 
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Chapter 5  
Conclusions, limitations and recommendations of the study 
5.1 INTRODUCTION 
This final chapter presents a brief background summary, as well as the 
conclusions reached, recommendations made and limitations identified on the 
basis of the data analysed during the course of this study. 
 
The aim of this study was to determine the state of equity in the three Service 
Delivery Regions (SDRs) of Ekurhuleni for the period 2003 to 2005 in terms of 
capital distribution (clinics), staff allocation (nurses) and budget allocations 
(financial resources). 
 
A retrospective approach was followed because resources were applied and a 
retrospective review will give an indication of the trends that were set in motion. A 
checklist, developed by the researcher, based on the health measurement 
benchmarks presented by Daniels et al. (2000: 740) was distributed to and 
returned by the Ekurhuleni Metropolitan and Gauteng Health departments. 
Selected elements from the checklist were used to address the research 
question (Par. 1.9), aim (Par. 1.10) and objectives (Par. 1.11) of this study. 
Routine data gathered on the DHIS was submitted by the Special Programmes 
division of the Ekurhuleni Metropolitan Municipality: Health Department. 
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5.2 FINDINGS AND INTERPRETATION OF FINDINGS (TOTAL PICTURE AND 
PER REGION) 
Equity in the provision of health care services is an ideal that all countries strive 
for. In South Africa, with its divisive past (NDoH: 2001) and a commitment by the 
present government (Constitution 1996; NDoH 2000) to establish equitable 
health care, it is important to assess objectively what is happening with health 
care service delivery.  
 
The findings of this study are presented in summary in Table 5.1: 
Table 5.1: Summary of findings on the gaps in health care equity in 
Ekurhuleni 
SERVICE 
DELIVERY 
AREA 
OBJECTIVE GAP (A/E %) 
in terms of SA 
national norm 
RECOMMENDATIONS 
NORTH Facilities 80 Build new clinics to reach 
SA national norm 
Place new clinics on the 
medium term capital 
budget  
Staff 125 Redistribute staff in line 
with SA national norm 
 
Budget-per capita 89.53 Adjust budget to attain fair 
per capita expenditure 
  
75 
EAST Facilities 108.3 Review building new 
clinics to reach SA 
national norm 
Staff 130 Redistribute staff in line 
with SA national norm 
Budget-per capita 107.46 Adjust budget to attain fair 
per capita expenditure 
 
SOUTH Facilities 100 No new clinics required in 
terms of SA national norm 
Staff 91 Redistribute staff in line 
with SA national norm 
Budget-per capita 87.32 Adjust budget to attain fair 
per capita expenditure 
 
The findings based on the objectives of this study can be summarised as follows:  
5.2.1 Clinic facilities per service delivery region 
Employing the SA national norm (one clinic for every 100 000 persons) set by 
the National Department of Health (2003), it is clear that in 2003 there was an 
oversupply of fixed clinics (see Table 4.1). The oversupply of clinics was 
reversed in 2004 and an increasing gap emerged that is graphically shown in 
Figures 4.1 to 4.3. A deficit in the number of clinic facilities (Table 4.1), as shown 
by an increasing total gap (from an excess of -3 in 2003 to a deficit of 2 clinics in 
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2005), developed, as the population size grew (Table 1.2). The lack of equity in 
the provision of health facilities is demonstrated by the data for 2005. The 
Northern SDR was found to be worst affected, having only 18/20 (80%) of 
expected clinics, while the Eastern SDR had an excess of 26/24 (108%) of the 
expected number of clinics. The Southern SDR, the most populous SDR 
(according to Table 2.1), had exactly 27/27 (100%) of expected clinics based on 
the given norms (NDoH 2003). The number of clinics for Ekurhuleni Health 
District as a whole was 69/71 (97%). At 97% it is clear there is a deficit in 
facilities with the populous Southern SDR worst off. 
 
5.2.2 Staff allocation 
Table 4.4 and Figures 4.4 to 4.6 clearly demonstrate that, from an excess of 
nursing personnel (11) in 2003 and 2004 in terms of the national norms (NDoH 
2003), the gap decreased to 4 in 2004 to 2005, with the most populous Southern 
SDR (Table 1.2) being worst affected. By 2005 the inequity in staff allocation per 
SDR (see Table 4.6) was 10/8 (125%), 13/10 (130%) and 10/11 (91%) of the 
expected norm (NDoH 2003) for the Northern, Eastern and Southern SDRs 
respectively.  
 
5.2.3 Budget allocation 
The per capita budget allocation (see Table 4.7) was highest for the Southern 
SDR in 2003, namely R56.33 (see Figure 4.10), but this figure was far exceeded 
by the eventual allocation for the Eastern SDR for 2005, namely R107.46. 
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Growth in per capita expenditure for the different SDRs over the period 
2003/2004 was 81.1% for the Northern SDR, 32.3% for the Eastern SDR and a 
low 44.7% for the 
 
Southern SDR. For the period 2004/2005 growth in per capita 
expenditure was only 5.2% for the Northern SDR, a very high 15.0% for the 
Eastern SDR and 7.1% for the Southern SDR.  
Although the Southern SDR had the highest number of people and therefore the 
greatest need for more clinic facilities, the growth in per capita allocation for 2004 
and 2005 did not reflect this state of affairs. The study revealed an inequitable 
expenditure per capita, as the Eastern SDR received the highest per capita 
allocation in both 2004 and 2005, despite its lower population. 
  
5.3 RECOMMENDATIONS  
5.3.1 Pertaining to clinics  
That the oversupply of clinics, Table 4.2, in the Eastern SDR be assessed by 
management as soon as the next budgetary cycle to strive for health care equity. 
That new clinics be place on the medium term capital budget programme in order 
to address the facility backlog, based on the SA norm (NDoH 2003: 5). 
 
5.3.2 Pertaining to staff  
That the allocation of staff be reviewed by management, at the next available 
budgetary cycle. The inequity in staff distribution Table 4.4, based on the SA 
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national norm (NDoH 2003:5) should be addressed, after negotiation with 
representative unions, to redistribute staff and or employ more staff. 
 
5.3.3 Pertaining to the budget allocation  
That budget allocations per capita be reviewed in line with the re-allocation of 
staff, as well as clinic building and upgrading programmes.  
 
That the budget be reviewed to obtain health care equity in respect of per capita 
expenditure. 
5.4 LIMITATIONS 
The objectives of this investigation are based on South African national norms 
and standards (NDoH 1996, 2003) and do not take into account the actual 
workloads experienced at the clinic facility level. Verbal feedback that has been 
received states that patients have to stand in long queues and that the morale of 
primary health care nurses is low. However, the issue of staff workload, that is 
patients per nurse per day, was not included in the scope of this research study.  
 
Since this study was of a retrospective nature, the implementation of 
recommendations cannot be guaranteed.  
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5.5 RECOMMENDATIONS FOR FURTHER STUDIES 
This study did not compare the nurse workload per facility. It would be of interest 
to compare the situation at the different SDRs to get a better impression of the 
spread of workload. 
 
A meaningful further study could be conducted to evaluate progress for the 
period after 2005. 
 
5.6 CONCLUSION 
In answer to the research question of this study, it is evident that equity of 
healthcare resources (clinics, staff and per capita expenditure) does not exist in 
the Ekurhuleni Health District. By implementing the recommendations, although 
they will have to be phased in over a number of financial years, the benefit would 
be health care equity so the that the Ekurhuleni Municipality cab discharge its 
stewardship role and the community will benefit by having improved access to 
health care services. 
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ANNEXURE A: CHECKLIST FOR DATA COLLECTION 
 
           
 
 
      
 
      
                              EKURHULENI   
             
                                                             Ekurhuleni Health District  
             
                                                                 Data Collection Sheet  
             
           HEALTH CARE EQUITY      
             
  Region 
Item North East South. 
  2003 2004 2005   2003 2004 2005   2003 2004 2005   
Population                         
Public Sector Component 75%                         
Housing:                      
  Informal Settlements                         
  Formal Housing Units                      
Potable Water Supply                         
Sanitation                      
Electricity                         
Education Levels                      
 HDI                         
Environmental Risks                      
                          
HEALTH STATUS                      
 Morbidity                         
 Mortality                      
   Total Deaths                         
   Crude Death Rate                      
   IMR                         
   MMR                      
 Life Expectancy                         
 Disability                      
   DALY                         
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 Nutritional Status                      
   <5 yr Growth                         
   Severe malnutrition                      
 Immunisation rate                         
 TB Prevalence                      
 Teenage pregnancy rate                         
                       
                          
UTILISATION OF SERVICES                      
 Attendance                         
  Region 
Item North East South. 
  2003 2004 2005   2003 2004 2005   2003 2004 2005   
             
   <5yrs                      
   >5yrs                         
Utilisation rate                      
INFRASTRUCTURE                      
 Clinic facilities                         
   CHC's                      
   Fixed Clinics                         
   Consulting Rooms                      
  Clinics / 5k radius                         
  Clinics / 2k radius                      
 Hospitals:                         
   District Hospital                      
   Secondary Hospital                         
                       
HUMAN RESOURCES                         
 PHCN's                      
 CHCN                         
 PN's                      
  Nurse / Population  ratio                         
 Doctors                      
  Dr / Population ratio                         
                       
BUDGETS                         
 Budget allocation                      
   Per capita allocation                         
GDP                      
Gini Co-efficient                         
                       
COMMUNITY PARTICIPATION                         
 CHC functioning                      
 Health NGO's operating                          
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ANNEXURE B: APPROVAL FROM EKURHULENI METROPOLITAN MUNICIPALITY 
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ANNEXURE C: APPROVAL BY GAUTENG DEPARTMENT OF HEALTH REGION B. 
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ANNEXURE D: ETHICAL APPROVAL FROM EKURHULENI ETHICS PANEL. 
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ANNEXURE E: APPROVAL FROM UNISA. 
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ANNEXURE F: IDP 2006 – 10, AN APPRAISAL BY THE LED DEPARTMENT (EMM). 
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ANNEXURE G: LIST OF CLINICS 
Name Address Type Detail Sub 
District 
Nos 
Ward 
No 
Accep
table 
Struct
ure 
Alrapark Clinic Peach Ave, Alrapark Fixed Clinic E1 88 yes 
Andries Raditsela Clinic  1718 Phooko Drive, Tsakane Fixed Clinic E1 81   
Bakerton Clinic 1 Teabush Road, Bakerton Satellite Clinic E3 72 yes 
Barcelona Clinic Stand 17042 Ext 28, 
Barcelona 
Fixed Clinic E3 26 yes 
Calcot Dlephu Clinic 
(Rockville) 
9489 Kolobeng Street, 
Tsakane 
Fixed Clinic E1 84   
Dan Kubheka Clinic 701 Duduzile Street, 
Kingsway, Benoni 
Fixed Clinic E3 73 yes 
Daveyton East Clinic (New) Stand No 869, Chris Hani, Ext 
9 Daveyton East 
Fixed Clinic   68   
Daveyton Extension Clinic 14108 Tom Boya Street, 
Daveyton 
Fixed Clinic E3 68   
Daveyton Main Clinic  & 
(Dental)  
Stand 9307, Empilsweni Str, 
Daveyton 
Fixed Clinic E3 70 yes 
Duduza Clinic & (Dental) 3 Nala Street, Duduza, Nigel Fixed Clinic E1 87   
Emaphupheni Clinic 13625 Ext 10, Emaphupheni Fixed Clinic E3 26 no 
First Avenue Clinic & (Dental) 1 Avenue, Springs Fixed Clinic E1 76 no 
Geluksdal Clinic & (Dental) 1 Uittog Ave, Geluksdal Fixed Clinic E1 82   
Joy Clinic Stand 343, 4748 Etwatwa 
West 
Fixed Clinic E3 26 no 
Kemston Clinic 98 Kemston Ave, Benoni Fixed Clinic E2 28 no 
Kemston Mobile 98 Kemston Ave, Benoni Mobile Clinic   closed   
Kingsway Clinic & (Dental) 113 E Kingsway Ave, Brakpan 
(Town Hall building) 
Fixed Clinic E2 75 no 
Kingsway Mobile 113 E Kingsway Ave, Brakpan 
(Town Hall building) 
Mobile Clinic   closed   
Kwathema CHC & (Dental & 
MOU) 
7001 Moshoeshoe Str., 
Kwathema 
CHC E2 78 yes 
Kwa-Thema Ext3 Clinic (New) Stand No 25659, Kwa- Thema 
Ext3  
Fixed Clinic   77   
Kwathema Mobile 7001 Moshoeshoe Str., 
Kwathema 
Mobile Clinic E2 80,77   
Kwathema Old Age Home 11472 Tokollo street, 
Kwathema 
Satellite Clinic   77   
Lethabong Clinic 1038 c/o Ngengebule & Nkosi 
Street, Wattville 
Fixed Clinic E2 30 yes 
Lucky Makwanazi Clinic 
(Zamani) 
4073 Antherium, Zamani, 
Duduza 
Fixed Clinic E1 87 yes 
Mary Moodley Memorial Clinic 
& (Dental) 
732 Khan Crescent, Actonville Fixed Clinic E2 29 yes 
Mary Moodley Memorial 
Mobile  
732 Khan Crescent, Actonville Mobile Clinic E2 24,26   
Nigel Clinic 1 Court Street, Nigel Fixed Clinic E1 88 no 
Nokuthela Ngwenya CHC & 
MOU 
Vlakfontein Road, Private bag 
x 508, Dunnottar, 1590 
CHC E1 81   
Payneville Clinic 1868 Chikane Street, 
Payneville 
Fixed Clinic E3 72 yes 
Phillip Moyo CHC & (Dental & 
MOU) 
6944 Etwatwa Ext 9, Etwatwa CHC E3 26 yes 
Phutanang Clinic 7255 Kgakga Street, Tsakane Fixed Clinic E1 84 no 
Sead Clinic  1 Ntonga Street, 
Mashabaview, Duduza 
Fixed Clinic E1 86 yes 
Simunye Clinic 20067 Ext 8, Tsakane Fixed Clinic E1 85 no 
Sonto Thobela Clinic Mkotane street 1832, Bluegum Fixed Clinic E1 86 yes 
Thembelisha Clinic 11377 Mothlaping  Street, Fixed Clinic E2 80 yes 
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Kwathema 
Tsakane Clinic 10890 Zulu Street, Tskane Fixed Clinic E1 82 yes 
Tsakane Mobile 10890 Zulu Street, Tskane Mobile Clinic E1 closed   
Welgedacht Clinic c/o 4th Ave & Hera Rd, 
Welgedacht 
Mobile Clinic   72 mobil
e 
point 
White City Clinic Thema Road, Kwathema, 
Springs 
Fixed Clinic E2 79 no 
Bedfordview Clinic 3 Skeen Boulevard, 
Bedfordview 
Fixed Clinic N3 20   
Birchleigh Clinic c/o Olienhout & Houtkapper 
Str. Birchleigh 
Fixed Clinic N3 15   
Birchleigh North Clinic Coen Scholtz Centre, 
Mooifontein Road, Birchleigh 
North 
Fixed Clinic N2 14   
Bonaero Park Clinic c/o Alder Grove & Louis Botha 
ave BONAERO PARK 
Fixed Clinic N2 23 Yes 
Bromberg- Bapsfontein Clinic Venter Centre, Old Pretoria 
Road  
Fixed Clinic N2 25   
Crystal Park Clinic Stand 565, Strand Street, 
Crystal Park, Benoni 
Satellite Clinic N2 24   
Edenvale Clinic & (Dental) c/o 8th Avenue & De Wet 
Road, Edenvale 
Fixed Clinic N3 19   
Edenvale Mobile c/o 8th Avenue & De Wet 
Road, Edenvale 
Mobile Clinic       
Erin Clinic 676 Tlama-Tlama Section 
Tembisa, Tembisa 
Fixed Clinic N1 7   
Esangweni Clinic & (Dental) 219 Esangweni Section, 
Tembisa 
CHC N1 10   
Ethafeni Clinic 43 Bennin Street, Ethafeni 
Section, Ethafeni Park 
Fixed Clinic N1 14   
Itereleng Clinic Mokoena Drive, Phomolong Fixed Clinic N3 12   
Kempton Park Civic Centre 
Clinic 
Civic Centre, c/o CR Swart & 
Pretoria Road, Kempton Park 
Fixed Clinic N3 16 Yes 
Kempton Park Mobile  Civic Centre, c/o CR Swart & 
Pretoria Road, Kempton Park 
Mobile Clinic N2     
Klopper Park Clinic Dries Klopper Hall, Kruin 
Street, Klopperpark 
Satellite Clinic N3 17   
Northmead Clinic & (Dental) c/o Hospital & Aster St, 
Northmead 
Fixed Clinic N2 27 Yes 
Olifantsfontein Clinic c/o Reginald & Pearce street, 
Olifantsfontein 
Fixed Clinic N1 1   
Spartan Clinic H Lewis Street, Spartan Fixed Clinic N1 17   
Tembisa Health Care Centre 19 Emkhathini Section, c/o 
Andrew Mapheto & George 
Nyanga Str, Tembisa 
Fixed Clinic N1 8 Yes 
Tembisa Main Clinic  11 Isithebe Section Tembisa Fixed Clinic N1 5   
Wannenburg Clinic 10 -3rd  Ave,  Wannenburg Satellite Clinic N3 21   
Winnie Mandela Clinic 9044 Zone 6, Margaret Zuma 
Street, Tembisa 
Fixed Clinic N1 2   
Alberton North Clinic c/o Hendik Potgieter & 2nd 
Ave, Alberton North 
Fixed Clinic S1 37 yes 
Boksburg Civic Centre Clinic  Civic Centre Clinic, c/o 
Trichardt & Commisioner 
Road, Boksburg 
Fixed Clinic S1 32   
Boksburg North Clinic Cason Road, Boksburg North 
(Behind Wrestling Hall) 
Fixed Clinic S1 32   
Brackenhurst Clinic Roy Campbell Str, 
Brackenhurst 
Fixed Clinic S1 38   
Dawn Park Clinic (Villa Liza) Rondebult Road, Dawn Park Fixed Clinic S3 43   
Dresser Clinic 2521  Everest, c/o Mokoena & 
Moepshe str, Thokoza 
Fixed Clinic S2 57   
Dukathole Clinic 9 th Street, Dukathole Fixed Clinic S1 35   
Edenpark Clinic c/o Abram & Ferrari Str, 
Edenpark 
Fixed Clinic S2 53   
Elsburg Clinic & (Dental) c/o Els and Voortrekker Str., 
Elsburg 
Fixed Clinic S1 39 yes 
Freeway Park Clinic Outspan Shopping Centre, 
Kingfisher Ave, Freeway Park, 
Satellite Clinic S1 42   
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Boksburg 
Germiston City Clinic c/o Queen & Cross Street, 
Germiston 
Fixed Clinic S1 36   
Goba Clinic 310 Goba Section, Katlehong Fixed Clinic S2 55 yes 
Jabulane Dumani CHC & 
(Dental & MOU) 
257 Nguza Street, Ext 2, 
Vosloorus 
CHC S3 64   
Katlehong North Clinic 2110 Administration Block, 
Katlehong 
Fixed Clinic S1 40   
Khumalo Clinic 181 Seluma View, Katlehong Fixed Clinic S2 60   
Leondale Clinic Community Hall, 19 Nerine 
Rd, Leondale 
Fixed Clinic S1 40   
Magagula Clinic 114 Silbuka St, Kanana Fixed Clinic S3 62   
Moleleki Clinic 7703 Moleleki Ext 2, 
Katlehong 
Fixed Clinic S3 63 yes 
Motsamai Clinic Motsamai  Section, Katlehong Fixed Clinic S1 50   
Palmridge Clinic RE 41 Palmridge Road, 
Palmridge Community Centre, 
Palmridge 
Fixed Clinic S2 58   
Phenduka Clinic 279 Madondo Street, 
Phenduka Section, Thokoza 
Fixed Clinic S2 54 yes 
Pholapark Clinic & (Dental) 10054 Mzimkulu & Letutula St, 
Ext 5, Phola  Park 
CHC S2 58 yes 
Phomolong Mobile (Katlehong 
HCC) 
Tsietsi Section,  Mobile Clinic S2 61   
Ramokonopi Clinic 819 portion B, Ramokonopi 
West Section, Ramokonopi 
CHC S2 59 yes 
Reiger Park Clinic & (Dental)  Leon Fereirra Drive, Reiger 
Park, Boksburg 
Fixed Clinic S1 34 yes 
Rondebult Clinic (New) Garlic Street, Rondebult Fixed Clinic   41 new 
Sunriseview Clinic 7871 Sunrise View, Katlehong Satellite Clinic S3 62 yes 
Tamaho Cllinic 94 Mandela  Section 
Katlehong 
Fixed Clinic S1 51   
Tswelopele Clinic 22 Leseka Street, Eastfield Fixed Clinic S3 44   
Van Dyk Park Clinic Olive Street, Van Dyk Park 
Shopping Cnt, Van Dyk Park 
Satellite Clinic S1 31   
      
Vosloorus Ext 28 Clinic Stand 20925, Nyamapanda 
Place Phase 1 Ext 28, 
Vosloorus 
Fixed Clinic S3 64   
Vosloorus Ext 9 Clinic Marimba Gardens Vosloorus 
Vosloorus 
Fixed Clinic S3 46   
Vosloorus Poly Clinic & 
(Dental) 
30 Ditshego Street,  Vosloorus Fixed Clinic S3 47   
Vosloorus Poly Mobile Ward 33 Mobile Clinic   47   
Zonkizizwe 1 Clinic 1400 Zone 4, Zonkizizwe Fixed Clinic S3 62   
Zonkizizwe 2 Clinic 5306 Zone 5, Zonkizizwe Fixed Clinic S3 62   
            
NEW &  PLANNED 
FACILITIES 
          
Nigel Clinic address not known yet.   E1 88 new 
Endayeni 
c/o James Moleya & 1st street, 
Endayeni 
Fixed (being 
built) 
N1 
11   
Tswelopelo WM ( Deduza) 857 Southern Way, Tswelopele 
Fixed (being 
built) 
N1 
2   
Greenfields address not known yet. Fixed (being 
built) 
S2 61 new 
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ANNEXURE H: EMM DEPARTMENT OF HEALTH BUDGET (EXAMPLE). 
 
EKURHULENI METROPOLITAN MUNICIPALITY 
 
MONTHLY OPERATING STATEMENT 
For the Month Ended July 31, 2005 
 
HEALTH and SOCIAL DEVELOPMENT 
  CURRENT YEAR 
  2005 / 2006 
  BUDGET ACTUAL UNEXPENDED PERCENTAGE 
  ANNUAL Y. T. D. BUDGET SPENT 
          
INCOME         
 Property Rates  R 0 R 0 R 0  
      Plus Penalties Imposed  R 0 R 0 R 0  
 User Charges for Services  R 0 R 0 R 0  
 Regional Services Levies  R 0 R 0 R 0  
 Rent of Facilities and Equipment  R 0 R 0 R 0  
 Interest Earned - External Investments  R 0 R 0 R 0  
 Interest Earned - Outstanding Debtors  R 0 R 0 R 0  
 Dividends Received - External Entities  R 0 R 0 R 0  
 Fines  R 4,500 R 929 R 3,571  
 Licenses & Permits  R 4,500 R 185 R 4,316  
 Income for Agency Services  R 0 R 0 R 0  
 Operating Grants & Subsidies  R 58,400,100 R 15,313,724 R 43,086,376  
 Other Income  R 1,505,100 R 3,839 R 1,501,261  
 Gain on Sale of Assets  R 0 R 0 R 0  
 OPERATING INCOME GENERATED  R 59,914,200 R 15,318,676 R 44,595,524  
 Less:  Income foregone  R 0 R 0 R 0  
 TOTAL OPERATING INCOME  R 59,914,200 R 15,318,676 R 44,595,524  
 Internal Transfers:         
      Interest Received - Internal Loans  R 0 R 0 R 0  
      Redemption Received - Internal 
Loans  
R 0 R 0 
R 0  
      Dividends Received - Internal  R 0 R 0 R 0  
      Internal Recoveries  R 0 R 0 R 0  
 Internal Transfers - sub-total  R 0 R 0 R 0  
  
 
 
 
 
NET OPERATING INCOME  
 
 
 
R 59,914,200 
 
 
 
R 15,318,676 
 
 
 
R 44,595,524 
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 EXPENDITURE         
 Employee Related Costs - Salaries & 
Wages  
R 159,235,221 R 483 
R 159,234,738  
 Employee Related Costs - Social 
Contributions  
R 49,298,696 R 0 
R 49,298,696  
      Less Employee Costs Capitalized  R 0 R 0 R 0  
      Less Employee Costs Allocated to 
Operating  
R 0 R 0 
R 0  
 Remuneration of Councillors  R 0 R 0 R 0  
 Bad Debts (Provision for Bad Debts)  R 0 R 0 R 0  
 Collection Costs  R 0 R 0 R 0  
 Depreciation  R 13,576,601 R 0 R 13,576,601  
 Repairs and Maintenance - External  R 5,998,022 R 355,845 R 5,642,177  
 Repairs and Maintenance - Internal  R 1,541,876 R 21,741 R 1,520,136  
 Interest Expense - External 
Borrowings  
R 0 R 0 
R 0  
 Redemption Payments - External 
Borrowings  
R 0 R 0 
R 0  
 Bulk Purchases  R 0 R 0 R 0  
 Contracted Services  R 2,693,800 R 49,891 R 2,643,909  
 Grants & Subsidies Paid  R 0 R 0 R 0  
 General Expenses - Other  R 19,903,734 R 547,810 R 19,355,924  
 Loss on Sale of Assets  R 0 R 0 R 0  
 TOTAL OPERATING EXPENDITURE  R 252,247,950 R 975,770 R 251,272,180  
 Internal Transfers:          
      Interest - Internal Borrowings  R 0 R 0 R 0   
      Redemption - Internal Borrowings  R 0 R 0 R 0   
      Internal Charges  R 22,354,837 R 0 R 22,354,837   
 Internal Transfers - sub-total  R 22,354,837 R 0 R 22,354,837   
  
 
NET OPERATING EXPENDITURE  R 274,602,787 R 975,770 R 273,627,017 
  
 
 
 
 
          
 OPERATING SURPLUS/(-DEFICIT)  -R 214,688,587 R 14,342,906 -R 229,031,493   
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ANNEXURE I: EKURHULENI GROWTH AND DEVELOPMENT STRATEGY 2025 
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